children's beds is 1 to 3 4, but this figure hides great extremes. For instance, 303 wards say that they have a parent's bed for every child's bed or that they would never turn a parent away, whereas 97 wards, including 27 paediatric general or children's surgical wards, can offer no accommodation whatsoever, on or off the ward, except in a case of emergency.
Hospitals were flexible about the location of the accommodation. A total of 363 (46"),) of the 790 wards contrive to have all their parents' beds on the unit, either in parent/baby cubicles or beside the child in the open ward; 126 (16O0) can provide accommodation only off the ward; and the remainder manage a mixture of the two.
Discussion
These findings indicate that we have reached a halfway stage in the implementation of the Platt recommendations. Parents are still looked on as visitors in half the wards, which limit their presence by blanket rules. These wards need to think through the implications of this policy; if it is desirable for a parent not to be present at any time or on operating day it should be discussed individually with the particular child's welfare in mind. The analysis of the data for ear, nose, and throat wards confirms the picture we have built-namely, that parents have more problems in these wards than in any other. These wards have, however, improved more rapidly than other wards over the past seven years-for instance, the proportion of wards with unrestricted access has risen from 8'' to 320o.
The provision of overnight accommodation for parents is still far from satisfactory. In wards where parents are encouraged to stay and help with the care of their children more than half choose to do so. Elsewhere, wards provide no accommodation at all or the ward sisters claim that parents' beds lie empty; in these cases, we feel that there may be a negative attitude that discourages parents from asking to stay. The wards that welcome parents display enormous ingenuity in finding and locating beds, even though the ward might be old and crowded.
At least half of the wards that nurse children are not yet part of comprehensive children's units. There has been a welcome trend to admit children to the district general hospital rather than to the small local hospital, especially for surgery. Nevertheless, few specialist surgical wards are being incorporated into the children's unit, even in new hospitals. More disturbing is the problem that arises with the modern trend to open a hospital in parts; in certain cases, the comprehensive unit has been threatened by plans to hive off one part. No matter how a pilot reaches the doctor's consulting room there are several well recognised areas to which the examining doctor must pay particular attention.
Cardiovascular disorders
In civil aviation the most common reason for loss of licence is a cardiovascular disorder and this accounts for 60-65(" of such losses each year in the United Kingdom.' Furthermore, about 75O0 of these are due to coronary artery disease.2 Clearly, if coronary artery disease is overt there is no dilemma for the licensing authority; but considerable difficulty follows the discovery of asymptomatic electrocardiographic changes on routine examination. Evidence of unequivocal infarction should lead to immediate revocation of the licence but any other changes-for example, ST segment and T wave abnormalities, which are common in normal people-demand referral for further assessment. This will usually require exercise testing with perhaps beta-blockade. These tests will often correct the ST segment and T wave changes if the myocardium is healthy (although beta-blockade has also been shown to improve or even return to normal the electrocardiograms of those with ischaemic heart disease3). Where doubt remains exercise thallium scanning or three dimensional echocardiography or both may be performed, while coronary arteriography may be required in selected cases. 4 The need for such careful assessment, particularly when a professional career is threatened, was amply illustrated in a study in which all but one of 20 asymptomatic subjects with ischaemic changes on electrocardiograms were shown to have unobstructed coronary arteries.5
A pilot who presents only a slightly increased overall risk of sudden incapacitation may be allowed to Any respiratory disorder may cause incapacitation in flight and, rarely, death.9 Thus the risk of stress induced incapacitation as a result of asthma usually means that the onset of this disorder in aircrew is disqualifying. If continued flying is allowed-for example, with mild illness in a navigator or engineer-limitations are necessary and monitoring must be strict. Treatment with disodium cromoglycate is permissible if it alone is able to suppress symptoms, but this is unusual and the need for antihistamines, steroids, or bronchodilator inhalers leads to grounding.
Recurrence after a first spontaneous pneumothorax is common,10 and because of this increased risk this is another condition that leads to immediate suspension of licence. A return to flying may be considered if three months after pleurectomy (preferably bilateral) an attempt to induce an artificial pneumothorax fails. Many thoracic centres and the Royal Air Force have now abandoned the use of chemical pleurodesis since this procedure has been shown to result in a high recurrence rate.'0 Finally, pulmonary sarcoidosis, a relatively common disorder9 that is usually discovered on routine chest radiography, is compatible with a return to flying duties with adequate supervision when the acute phase has regressed. The recent aviation medical interest shown in this illness was a result of its discovery at necropsy in the organs (and particularly the myocardium) of several aircrew who were in aircraft accidents. The finding was considered to be incidental, but concern remains regarding the rare possibility of sudden incapacitation due to cardiac involvement: full cardiovascular assessment has been recommended in all patients with sarcoidosis before returning to flying duties."
Endocrine disorders
International Civil Aviation Organisation guidelines allow professional aircrew who develop diabetes mellitus to continue flying provided that good control can be achieved by diet alone. Private pilots and air traffic control officers may also be relicensed if they are sufficiently well controlled on a biguanide oral hypoglycaemic agent. All diabetic aviators, however, must achieve satisfactory medical results at frequent intervals if they are to retain their licences. Thus body weight must be shown to be constant, the two hour postprandial blood sugar concentration must be less than 8-25 mmol/l (150 mg/100 ml) and the urine must be free of protein and ketones with only a trace of sugar allowed. Furthermore (8 7 " of the total) was in excess of 0 05',, a concentration high enough to be a possible contributing factor to an accident. 29 The adverse effects of alcohol on judgment and the performance of skilled tasks have long been recognised by the airlines, who recommend a minimum period of between eight and 12 hours "from bottle to throttle" for their aircrew. In practice, this interval may be too short since the rate of removal of alcohol from blood is relatively slow-about 3-26 mmol/l/h. Thus detectable blood concentrations may still be present over eight hours after the ingestion of three pints of beer.3 A rule based on time alone may therefore be ineffective unless defined limits are also applied to the quantity of alcohol consumed.
Alcohol abuse is increasing in the United Kingdom and there is no reason to suppose that aircrew are any less susceptible to this problem than their non-flying peers. A retrospective analysis of liver histology from 423 United Kingdom aircrew (of all types) killed in aviation accidents between 1955 and 1979 suggested that 19 (4-50-10) had histopathological evidence of alcohol abuse.3'
Although this was unlikely to have been a higher incidence than that of any similar socioeconomic group, the nature of a pilot's occupation must surely make detection of this problem a priority, especially since self confession is rare. Blood sampling for '-glutamyltransferase activity at routine medical examination has been advocated but licensing authorities world wide have concluded that this would not be cost effective, primarily because commercial aircraft accidents rarely have alcohol abuse cited as even a contributory cause. Although alcohol related accidents are more common in private aviation, they are still only a very small proportion-most accidents to private aviators are the result of poor flying technique-and the licensing authorities do not believe that occasional blood tests at routine examination would be an effective deterrent.
Once a diagnosis of alcoholism has been made loss of licence is automatic but the alcoholic pilot may be reinstated if clinical evidence of recovery, including a two year period of abstinence, is established.
